To evaluate feasibility of and to validate a rating scale for two educational programs that use standardized patient-instructors (SPIs) in the office setting to improve physicians' HIV risk communication skills.
P
hysicians' tendency to avoid discussions about HIV or to perform them incompletely 1±4 has been attributed to their discomfort discussing HIV risk behaviors and their lack of training in HIV risk counseling. 5±7 In one study, physicians often did not
give patients the opportunity to express their concerns, and when they did, discussions tended to use vague language to discuss risk behaviors and to be abandoned at``awkward moments.'' 6 However, when physicians viewed videotapes of their own ineffective communication behavior they were able to identify miscommunications and discuss possible ways to improve their HIV risk assessment. Despite evidence that communication skills can be learned and that training can improve outcomes, 8±10 educational programs to improve physicians' communication about HIV risk have met with limited success. 11, 12 Also, physicians may be disinclined to spend time and money attending conferences away from the office setting. Thus, we aimed to develop an educational program that included recommended principles for effective continuing medical education (active participation, clinical simulations, and academic detailing 13 ) but did not require that the physician leave the office. Although previous work shows that standardized patient-instructors (SPIs) are effective in teaching clinical skills 14 and evaluating sexual risk behaviors, 12,15 until recently they have not been used to provide educational feedback in the office setting. We conducted a pilot randomized trial of two brief, multi-component, office-based educational programs using feedback from SPIs to improve physicians' HIVrelated communication skills. Assessments of practicing clinicians often use unannounced SPIs; the physician agrees to have an SPI come to the office, but is not told when this will occur. Educational programs normally use announced SPIs. Our goals were to determine whether these interventions were feasible, to assess whether our measure of HIV-related communication was valid, and to report preliminary data on the differences between using announced or unannounced SPIs.
METHODS
This study includes a descriptive feasibility component, validation of a new scale, and a pilot randomized trial. The research design is displayed in Figure 1 .
Sample
We recruited practicing community-based general internists and family physicians in the Rochester, NY, area until 24 agreed to participate. The specific focus on HIV was not revealed.
Intervention
SPIs were trained to portray a generally healthy 33-year-old patient with headaches and fatigue and underlying concerns about HIV. Participating physicians received an initial SPI visit, an educational seminar, and a follow-up evaluation. Physicians were randomly assigned to announced and unannounced visits. Announced SPIs conducted the visit in-role for 15 minutes, then elicited physician self-evaluation and gave 15 minutes of verbal feedback. Unannounced SPIs gave feedback a few days later by telephone and letter. The 90-minute educational seminar on HIV risk assessment included discussion, video trigger tapes, and role playing. Physicians who could not attend the seminar were sent video and written materials to review. All follow-up SPI visits were unannounced a mean of 16 weeks following the first visit and did not include feedback. All visits were audiotaped using hidden microphones. Each of the 12 skills is rated on a 5-point Likert-type scale, a score of 5 representing complete and highly effective use of the skill and a score of 1 representing no demonstration of the skill. The training manual, method of feedback, and scoring criteria were adapted from an existing scale developed by Levenkron et al. for teaching`T he Risk Factor Interview''. 16 Validity was tested by applying the items to videotaped encounters between community physicians and real patients. Items were clarified and refined with the input of SPIs during the training process. 
Development of the

Training of Standardized Patient-instructors
Four SPIs (two males and two female) were used in the study. One female SPI had to leave the study for personal reasons and was replaced. In a series of training sessions (12 hours) using role-play and video review, the SPIs were trained to portray a generally healthy 33-year old patient with headaches and fatigue. When questioned in an open-ended, nonjudgmental way, the SPI was programmed to reveal underlying concerns about his/ her risk for HIV. The patient's concern was heightened by the recent death of a friend from AIDS. With further questioning, the SPI would disclose a history of unprotected sex and/or drug use. SPIs were trained to give physicians cues to their concerns and to disclose them only if the physician persevered with the inquiry, responded with interest, and was non-judgmental.
Using the RHIRS, SPIs rated physician skills in practice interviews and videotaped encounters. The group reached consensus about definitions and interpretations of the criteria. Then, the SPIs were trained to give effective feedback using videotaped role-plays in group practice sessions (8 hours).
Data Collection
We gathered information on physician age, practice location, gender, specialty, and years in practice. Followup physician surveys rated the impact of the SPI feedback and seminar materials, whether physicians would participate in similar studies in the future, and SPI detection. There was space for narrative comments. SPIs completed the RHIRS immediately following each visit. In addition, each interview was scored by an independent rater blinded to whether the visit was announced, unannounced, initial, or follow-up. Twelve visits were scored by a second rater; agreement between the two independent raters was 0.96.
Data Analysis
The main outcome variables were total RHIRS scores and ordering of HIV tests. Baseline and post-intervention total RHIRS scores and scores between groups were compared using t tests. McNemar's test was used to compare baseline and post-intervention HIV test ordering.
RESULTS
Twenty-four physicians agreed to participate. The mean age was 40. Four (16%) were female, 17 were internists, 6 were family physicians and 1 practiced both medicine and pediatrics. Two were in rural, 15 were in suburban, and 7 were in urban practices. They had been in practice a mean of 11 years. During the study, one physician moved out of the area, and technical problems precluded analysis of 6 audiotapes; thus, results from 23 physicians and 17 audiotapes were analyzed.
The intervention was well received, and physicians' ratings of the intervention were generally positive ( Table 2) . Physicians favored announced visits, which they thought provided immediate feedback, were convincing, and did not involve deception. The cost of each SPI-physician visit was estimated to be $75, excluding recruitment and training costs.
Twenty-one tapes of baseline interviews were available for analysis. Baseline RHIRS scores were similar in the announced (mean, 28.7; SD, 7.4) and unannounced (mean, 28.5; SD, 8.3) groups (difference, 0.2; 95% confidence interval [CI], À6.6 to 7.0). Baseline HIV test ordering was also similar in the announced (7/11) and unannounced (7/12) groups. Physicians who ordered HIV tests on the first visit had higher total scores on the RHIRS (R, .48; P = .02). Small numbers precluded determination of relationships between demographic characteristics of physicians and RHIRS scores.
The post-intervention RHIRS scores for the 19 tapes available for analysis were similar in the announced (mean, 37.6; SD, 5.5) and unannounced (mean, 36.8; SD; 10.1) groups. The 17 tapes for which both baseline and postintervention interviews were available showed a mean improvement of 7.5 points (from 30.4 to 37.9; 95% CI, 2.7 to 12.2). Overall, HIV test ordering was similar in the announced (10/11) and unannounced (11/12) groups and statistically significantly increased compared with baseline HIV test ordering (McNemar's test, P = .02). Five (45%) of the 11 physicians with unannounced first visits and 16 (70%) of 23 reported on the post-intervention survey that they detected the SPI. Physicians with closed practices (48%) reported that new patients were conspicuous. Also, the two SPI scenarios were felt to be too similar. There were no significant differences or trends in RHIRS scores between physicians who detected the SPIs and those who did not.
DISCUSSION
A novel program using SPIs to provide on-site assessment of and feedback on physicians' HIV risk assessment skills proved to be feasible, inexpensive, convenient, fun, and well accepted by physicians. The SPIs were realistic and their feedback raised physicians' awareness of and willingness to change their communication about HIV. Physicians expressed interest in participating in future office-based clinical education programs.
This study represents the first time that the RHIRS has been used. Preliminary validity of the RHIRS was supported in several ways. Content validity is based on the results of our prior qualitative work, which documented effective and ineffective HIV-related communication behavior. 6 RHIRS scores were similar whether or not the physicians knew that the SPI was not a real patient, either because they were in the unannounced group or because they detected the SPI; thus, their HIV-related communication behaviors are not``an act.'' The RHIRS scale proved useful to guide feedback to physicians about HIV-related communication. Further evidence for the validity of RHIRS scores was provided by correlations between the RHIRS and HIV testing, an important outcome of HIV-related communication. However, we believe that both HIV testing and RHIRS scores are necessary outcome measures, as testing without adequate counseling may not change HIV risk behaviors. Interventions using announced SPIs were easier to schedule, did not involve deception, allowed for immediate rather than delayed feedback, 17 and used less SPI and administrative time than unannounced visits. Physicians subjectively reported that their behavior in the simulation reflected their usual practice, and identification of the SPI did not affect RHIRS scores. Thus, we believe that using announced SPIs is superior for this type of educational intervention, and warrants further study in a larger randomized trial. It is encouraging that both intervention groups displayed learning, ( increased RHIRS scores and HIV test ordering ) particularly in light of previous studies which concluded that continuing professional education has limited effects on physician behavior.
14 However, a larger study is necessary to confirm these findings and determine the clinical significance of the change. We did not achieve a representative sample of practitioners, as participation was voluntary. We interpret with caution the observed improvements in physicians' HIV risk assessment behavior and similarity between the two study arms because of the small sample size and high SPI awareness rate. Because we wished to evaluate physician skills in assessing a patient with indirectly expressed risk for HIV, it was difficult to design a second role that was different enough from the first role, and yet would measure the same skills.
In an era when time and financial pressures make it difficult for primary care physicians to leave the office to attend continuing medical education programs, a brief office-based intervention using standardized patientinstructors was well accepted, convenient, and inexpensive. Our finding of increase in both the RHIRS and HIV testing provides support for the use of clinical simulations, office-based education, active learning, and``academic detailing'' as essential components of effective continuing education. 13 Since physician motivation is essential, it is also encouraging that those who participated enjoyed taking part in this competency-based clinical education program in their offices and would be interested in doing so in the future.
